T he NSA is a strategy for managing risk among individuals contemplating or threatening suicide. It is also referred to as a no-harm contract, a suicide prevention contract, or a no-suicide contract. In an NSA, the client enters into an agreement with the clinician not to kill themself, sometimes either for a specific period or without taking certain actions first (such as contacting the clinician or going to an emergency department). The agreement might be oral or written. 1, 2 The NSA has been used in various settings including inpatient psychiatric units, emergency and community crisis centres, outpatient settings with primary care physicians, and suicide prevention call centres. [3] [4] [5] [6] Nevertheless, despite its plausibility, use of the NSA for management of the suicidal client remains controversial. Possible benefits might include an increased commitment to positive action on the client's part, strengthening of the therapeutic alliance, lessening of anxiety, aiding assessment of actual suicide risk, and a means of documenting what precautions were taken in the care of the client. Risks might include angering clients or inhibiting their willingness to be open with the therapist about their intentions, introducing coercion into therapy, disingenuous use, or inducing a false sense of security in relation to the clinician. [7] [8] [9] [10] There is little published evidence to support the effectiveness of NSAs in achieving their goal of reducing suicide risk. 8, 10 Currently, Canadian clinical practice guidelines for psychiatrists and psychologists are silent on the role of NSAs in the management of the suicidal patient. 11, 12 Background Previous research into the use of NSAs by clinicians with adult patient populations is scant. We performed a search on PubMed, CINAHL, PsycINFO, and the Cochrane Database using the keywords: no-suicide agreement, no-harm contract, suicide prevention contract, and no-suicide contract, with limits to English-language sources and adult populations. Seven empirical articles emerged that could be grouped into 3 categories: impact studies, frequency surveys, and opinions of parties involved in NSAs.
Impact Studies
Drye and colleagues 4 first described the NSA in 1973, conceiving of it as a combined risk assessment and patient management method. The authors report using no-suicide contracts with 600 patients in a 5-year span, with no fatalities. Additionally, they surveyed 31 therapists reporting on 609 patients, 266 of whom were considered seriously suicidal. Twenty suicides or serious attempts occurred among patients where a NSA was not used, while 4 occurred when an NSA was in place or had been used. This evidence is meant to illustrate the effectiveness of the NSA. Nevertheless, the relative numbers of patients with whom NSAs were made or not made were not provided, making it difficult to determine the magnitude of the difference.
A retrospective review of psychiatric inpatient charts identified 213/650 (33%) cases where a no-suicide contract had been made. Logistic regression analysis suggested that psychiatric inpatients with NSAs had a significantly higher likelihood of both self-harm behaviour 13 (OR 7.43) and suicidal behaviour (OR 5.53), compared with patients without NSAs. Psychiatric diagnosis was related to the effectiveness of contracting. Individuals with an Axis II diagnosis of borderline personality disorder or mild mental retardation were significantly more likely to engage in self-harm behaviour. The author suggested that negotiation of an NSA was likely a reflection of staff's judgement that the individual was at high risk for suicide. 13 Drew 13 surveyed practitioners in all licensed psychiatric hospitals and psychiatric units within general hospitals in Ohio (n = 102). Most respondents (66/84; 79%) reported that their staff used NSAs. Contracts were usually oral (n = 48; 74%) or handwritten (n = 47; 72%) rather than preprinted (n = 10; 15%). Most NSAs were negotiated between patients and their nurses. 3 A Minnesota survey by psychiatrists of NSA usage (n = 514) revealed that most respondents (152/267; 57%) reported using them. Of those who had used NSAs, 62 (41%) had patients who committed suicide after entering into the agreement. 2 Another survey of Harvard Medical School faculty taking a course on suicide (n = 142) revealed that most psychiatrists and psychologists used NSAs regularly. Slightly more than three-quarters (n = 86/112; 77%) of the respondents reported that NSAs were recommended and used at their places of employment. 7 Less than one-half of the psychiatrists (n = 35/89; 39%) and psychologists (n = 7/23; 29%) had received any formal training in their use during internship or residency. 7 Head nurses from 312 randomly selected general hospitals in the United States were surveyed on the supervision of suicidal 
Prevalence Studies

Opinions of Parties: Clinicians and Patients
Forty-six licensed psychologists from a US state psychology association responded to a survey on their attitudes toward NSAs (response rate = 46/140; 35%). Attitudes were measured using a Likert scale and presented as means. Proportions were not reported. Respondents tended to view the NSA as appropriate with adults and adolescents, but not with children.
Respondents believed such contracts were helpful with individuals who were moderately suicidal, but less helpful with individuals who were mildly or severely suicidal. Clinicians believed that NSAs helped patients survive a crisis period, as well as reduced the clinicians' anxiety. No information was provided about the percentage of clinicians who routinely used contracts, other than to note that they were used often. 15 In a recent qualitative study (n = 9), nurses described the NSA as a means of protecting themselves. They felt that implementation of an NSA with a suicidal patient would be viewed by others as an appropriate component of the management of a suicidal patient. Nurses also indicated they had no formal training in the use of the NSA. They cited using the NSA in part because of a lack of available resources for suicidal patients. 1 In a separate publication arising from that study, the authors reported that nurses believed the presence of NSAs sometimes forced inappropriate decisions about placement of patients. The nurses also perceived that the NSA empowered patients by giving them some control over what was happening to them. 5
Significance
Suicidal behaviours may produce several negative outcomes including: premature mortality, morbidity, stigma, lost productivity, and increased health care costs. Developing initiatives that enhance suicide prevention is important in improving the health of the population. NSAs are a means of intervening with suicidal clients, although their effectiveness remains uncertain. NSAs also offer complex ethical challenges in the care of the suicidal patient as they might compromise patient autonomy and breach the conditions of voluntary consent. Few studies have examined the prevalence of NSA use and none have done so in a Canadian setting. Small numbers and low response rates characterize those studies that have addressed this issue.
Purpose
The purpose of this study was to determine the prevalence of NSA use by a population of outpatient mental health therapists in a large, primarily urban, health region, and to survey therapists' perceptions and practices surrounding their use.
Methods
Study Design: A Retrospective Survey
The Conjoint Health Research Ethics Board of the University of Calgary provided ethics approval of the study. Participant consent was implied by the return of the completed questionnaire.
Subjects
All therapists practicing in adult, outpatient, mental health settings, or having private psychiatric or psychology practices in the health region were invited to participate (n = 524). The population included psychiatrists, psychologists, nurses, social workers, and occupational therapists.
Psychiatrists
Psychiatrists were identified using the health region's Health Services Directory (n = 119).
Psychologists
All community psychologists in the region listed in the CRHSPP were sent the survey (n = 140). The CRHSPP group might represent a better-trained or credentialed group of practitioners as criteria for listing in the register requires additional training and experience beyond what is required for basic registration, and a specific practice focus on health service provision. 16
Outpatient Mental Health Therapists
Mental health therapists (including psychologists not listed with the CRHSPP, nurses, social workers, and occupational therapists) practicing in various outpatient clinics were identified through regional staff lists (n = 265).
Instrument
Based on a review of the literature on NSAs, the investigators developed a survey consisting of 20 multiple-choice and open-ended questions. The questions sought demographic information (sex, year of birth) and clinical practice information (discipline, type of practice, length of time in practice, patient ages). Practices and opinions regarding no-suicide agreements were also gathered, including: extent of use, format used, reasons for use and nonuse, extent of training, patient suicides, and attempted suicides while NSA was in place. Opinions on numerous possible attributes of NSAs, including some previously identified, 15 were also sought. A practitioner from each of the target disciplines and an expert in suicide research reviewed the survey for clarity and content. Recommendations were incorporated into subsequent versions. 
Procedure
Recipients received the questionnaire package, including a postage-paid return envelope, by mail. A reminder notice was sent out about 2 weeks after the initial mailing. Four weeks after the original mailing, a second questionnaire mailing was undertaken. Respondents completed and returned the questionnaires anonymously.
Analyses
Data were analyzed using Stata. 17 Responses were summarized using descriptive statistics (means/SD, medians/IQR, proportions). Multiple, logistic regression was used to evaluate the effects of sociodemographic and practice variables on the probability that NSAs were used or not used by practitioners in the past 6 months (a = 0.05). Demographic (age, sex) and practice characteristics (discipline, practice location, adult or pediatric patient population) were evaluated. Backwards stepwise regression was performed, with the resulting models evaluated by the likelihood ratio chi-square test. Written comments were entered into The Ethnograph (a program for the analysis of text-based, qualitative data). 18 The textual data were then reviewed and summarized by the first author using content analysis. 19 This resulting summary was reviewed against the raw data by the second author. No discrepancies in the interpretation were found.
Results
Demographic and Practice Characteristics
Eight questionnaires were returned as undeliverable. The overall response rate was 312/516 (60.5%). The physician response rate was 77/119 (64.7%). The response rate for the remaining therapists was 235/397 (59.2%). Sixty percent of the respondents were female. The mean age of the respondents was 49.2 years (SD 10.7). The majority of the respondents (270/309; 87.4%) spent 50% or more of their time in outpatient settings or private practice, and most (n = 252; 81.6%) treated primarily adult patients. On average, respondents had 18 years of experience practicing in mental health (SD 10.3).
Opinions and Practices
Three hundred respondents (n = 300/310; 96.8%) indicated they had provided care to patients believed to be at risk of suicide. Within the preceding 6 months, the median proportion of patients in care believed to be at risk of suicide was 10% (IQR: 5% to 25%).
Most respondents had used an NSA (n = 248/298; 82.9%) and 194 (67.1%) had used an agreement within the past 6 months. The median proportion of suicidal patients seen in the past 6 months with respondents who had made an NSA was 20% (IQR; 1% to 90%). Respondents most commonly relied on verbal contracts (n = 202/240; 84.2%), with written contracts and preprinted templates employed less frequently.
Fifty-seven percent of respondents had received formal training in the use of NSAs.
NSAs and Patient Suicidal Behaviour
Seventy-four respondents (n = 74/236; 31.4%) had experienced a patient's attempted or completed suicide while an NSA was in place. Twenty-seven (n = 27/210; 12.9%) had experienced an attempted or completed patient suicide after an NSA had expired, while (n = 58/210; 27.6%) were unsure.
Respondent Opinions
Clinicians who had experience with suicidal patients (n = 300) rated the extent to which they agreed or disagreed with a series of statements about NSA. These results appear in Table 1 .
Means of Assessing Competence
Respondents rated their clinical judgement as the most important factor in the assessment of patient competence to enter into NSAs, with cognitive and personality assessments less frequently in play. We did not inquire into the components of clinical judgement that therapists used in such circumstances.
Practices: Qualitative Descriptions
Reasons for Not Using NSAs. Respondents (n = 44/50) who did not use NSAs provided reasons for this choice. The most frequently offered reason was a preference for other approaches to suicide risk management (n = 17), including emergency department assessment, hospital admission, involving the patient's support system, and reliance on other safety planning strategies (such as enhanced therapist contact, distress lines, and more frequent appointments).
Other respondents felt that such agreements were legally indefensible (n = 4), there was no evidence for their effectiveness (n = 8), or their patients were somehow unsuited for use of this method (n = 4).
Circumstances in Which Clinicians Choose Not to Use NSAs.
Clinicians who had used NSAs (n = 248) were asked to describe circumstances where they would choose not to engage in a discussion of NSAs. Thirty-seven therapists stated that nothing would prevent them from discussing NSAs with their patients, suggesting this was part of their usual standard of care.
Respondents (n = 128) described various factors that would prevent discussion of NSAs. Many therapists linked the use of NSA-to the degree of suicide risk gauged by the therapist (n = 71)-with either very high or very low risk, making discussion of NSAs unlikely. Patient factors, such as psychosis, cognitive incapacity, intoxication, or language barriers, frequently precluded clinicians from discussing NSAs (n = 41).
Beliefs that NSA discussions might be countertherapeutic or that the therapeutic alliance with the client was weak or absent, also led therapists to avoid them (n = 22). Some therapists felt that arriving at a better risk-management agreement obviated an NSA (n = 13). Finally, a few therapists observed that such discussions were the responsibility of other team members, and not within their roles.
Respondents also spoke of situations where NSAs were not used because the patients would not discuss the issue of suicide or such an agreement, or therapists believed patients would either refuse to sign them or not keep their word (n = 15).
A few respondents who used NSAs most infrequently cited little confidence in the effectiveness of these agreements as a suicide prevention strategy.
Alternatives to NSAs. Most respondents had discussed alternatives to the NSA with their patients. Descriptions of safety plans were presented most often, including actions patients might pursue should their feelings of suicide escalate (n = 88). Arranging for patient admission to hospital either voluntarily, or involuntarily was another frequently discussed alternative to the NSA (n = 74). Clinicians also described having discussions with patients about the consequences of suicide for loved ones, and focusing on future plans and therapy goals (n = 21).
Patient Refusal to Enter an NSA. About two-thirds of respondents (n = 164/252; 65.1%) had patients under their care refuse to enter an NSA. Respondents (n = 140) provided reasons articulated by their patients for these refusals. Most (n = 53) reasons cited had to do with patients' concerns about not being able to keep their word, or making a promise they did not feel they could keep. Other patients simply wanted to die and therefore had no motivation to enter into an agreement (n = 26). Other patients, because of mood, psychotic processes or intoxication, were unable to engage in an NSA (n = 20). Some patients felt that NSAs were ineffective (n = 15) or viewed them as compromising their autonomy, or being inappropriately coercive (n = 21).
Actions Taken by Therapists in the Wake of Patient Refusals.
Therapists were asked what they did after patients refused to enter NSAs, with 153 respondents providing descriptions that could be coded. Most respondents indicated that, following a refusal, they attempted to have patients admitted to hospital (n = 113). While some described this as specifically pursuing involuntary admission, others simply stated hospitalization or referral for emergency assessment. In this latter group, some indicated that hospitalization was a mutually agreed upon option. Some respondents respected the patient's choice not to enter into a formal NSA (n = 45). They typically indicated they would monitor patients with more frequent appointments and would discuss other arrangements for patients' safety. Some respondents said they would notify others in a patient's life (n = 23), family or friends, and family physicians or community crisis teams.
Clinician Characteristics and NSA Use. Clinician's discipline was the only factor found to predict use of an NSA in the past 6 months. Specifically, nonphysician mental health clinicians were more likely than physicians to have used NSAs in the past 6 months (OR 2.02; 95%CI, 1.17 to 3.49). 
Discussion
Most respondents to this survey had used NSAs and most had used them within the past 6 months. Some respondents indicated they always used NSAs in the management of suicidal patients although most described contextual factors that influenced whether they used these agreements with particular patients. The most commonly described factors included perceived degree of suicide risk, patient diagnosis, and status of the therapeutic relationship. One-half of the respondents believed NSAs reduced a patient's risk of suicide, while more than one-half believed they reduced a therapist's anxiety. Most believed they communicated care and concern to patients. Therapists from nonmedical disciplines were more likely than psychiatrists to have used these agreements.
Some findings of this survey are consistent with previous research findings. NSAs are known and used by most mental health practitioners across various disciplines; however, a significant proportion of practitioners have not received formal training in their use. 2, 7, 14 Consistent with previous reports, 7,20 a significant proportion of respondents (36%) believed that NSAs would reduce their legal liability in the event a patient attempted or completed suicide. In reality, NSAs are not legal contracts and do not provide liability protection to the clinician who uses them. 8, 21 The proportion of respondents who had patients attempt or complete suicide while the contract was in place was somewhat lower, at 31%, than the 41% reported by Kroll et al. 2 However, the proportion in this survey might be an underestimate because 28% reported uncertainty about some patient outcomes. Kroll concluded that these attempted and completed suicides demonstrate the limited effectiveness of the NSA as a means of preventing suicide; however, such a conclusion requires comparison of these rates with those of a cohort where NSAs were not employed.
Some have suggested that the circumstances surrounding a patient's decision to enter into an NSA effectively preclude that decision being fully informed and voluntary. 22 Specifically, legal and clinical approaches to managing the individual who is threatening suicide derive from an assumption that the individual is in a state of diminished capacity because of some mental disorder and is therefore not competent to make certain decisions. 23 Consent requires choice about alternatives to a particular treatment, and the only alternative to an NSA might be involuntary admission to an inpatient psychiatric unit, therefore, the conditions of voluntariness and freedom from coercion might not be met. 22, 24 Indeed, according to the concept of NSAs originally developed by Drye and colleagues, 4 patients who are suicidal and who refuse to make the statement, "No matter what happens, I will not kill myself accidentally, or on purpose, at any time," with or without qualification, are advised the clinicians will make arrangements for their safety. More recently, Range has observed, "Reluctance to sign a no-suicide contract may raise a 'red flag' for the therapist. A client who is unable to sign a no-suicide contract may need to be hospitalized." 8, p 54 The paradox of suicidal behaviour as a priori evidence of diminished competency and the Hobbesian choice that flows from the assumption-sign this form or be admitted to hospital-would seem to preclude such contracts from meeting the required informed and voluntary standard of capacity. However, on closer consideration, the circumstances of the suicidal individual are different only in degree from those of any other individual suspected of having diminished capacity. In each case, it is precisely the out of character or normatively irrational nature of the individual's preoccupations that lead the observer to suspect that his or her capacity is reduced. Legal and ethical standards for dealing with circumstances of diminished capacity are based on the assumption that the condition (such as, depression, serious illness, and schizophrenia) leading to those circumstances effectively compromises the individual's autonomy. In this formulation, suicidal behaviour is not the individual's autonomous choice but the product of a condition that has diminished or removed his or her ability to choose autonomously. 25 Respondents were of the opinion that using NSAs was not inherently coercive, although they readily acknowledged resorting quickly to more restrictive methods (for example, hospitalization) in the face of a patient's refusal to engage in an NSA. It appears that respondents accept, perhaps implicitly, the principle that suicidal impulses reflect a reduction in autonomy rather than a patient's autonomous choice. This is consistent with patient perceptions that NSAs give them too much responsibility. 5
Strengths, Limitations, and Future Research
Strengths of this research included a broad range of practitioners with extensive experience for suicidal patients. This is also the first study we have been able to identify that views the use of NSAs in a Canadian context. The survey also provided practitioners with the opportunity to discuss the contextual factors that surround their use of NSAs.
While the response rate of 60.5% is reasonable for a mail survey, it does limit the generalizability of the results as responders might differ systematically from the broader population. The survey relied on the respondents' recall and required estimates of various occurrences and practices that might have been inaccurate.
Examination of patient and family experiences and perceptions of NSAs would provide another dimension to the understanding of when and how these agreements are best made with patients at risk.
Conclusions
Consistent with findings from previous questionnaire studies, we note that most front-line practitioners use NSAs with at least some frequency. This implies that most respondents to this questionnaire feel that NSAs form an important part of a suicide management strategy and that their use does not necessarily damage the therapeutic relationship with the patient. By describing their approach to the management of patients at risk of suicide, most respondents seem clear that NSAs alone are insufficient as a management strategy.
As NSAs form an important part of many therapists' strategies for managing suicidal patients, these findings imply that planning for their use should form a consistent part of the therapeutic relationship with patients. It might be prudent for therapists to discuss with their patients in advance how and when an NSA might be brought forward in the therapeutic relationship.
McConnell Lewis' strong assertion to the contrary notwithstanding, whether NSAs should be standard components of practice guidelines for suicide risk management, is uncertain. Reflecting a common circumstance in health and mental health interventions, many practitioners use NSAs despite a lack of compelling evidence of their effectiveness. Considering the apparent variability of practice around suicide risk management reflected in the responses to this survey, we urge wider dissemination of and training in evidence-based suicide risk management practices, including the possible role of NSAs in a comprehensive strategy for suicide prevention.
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Résumé : Les pactes de non-suicide : pratiques et opinions courantes dans une région sanitaire urbaine du Canada
Objectif : Déterminer la mesure dans laquelle les pactes de non-suicide (PNS) -une méthode d'intervention auprès des personnes à risque de suicide -sont utilisés par une population de thérapeutes de patients externes en santé mentale dans une région sanitaire urbaine du Canada, et décrire les perceptions et pratiques des thérapeutes à l'endroit de leur utilisation.
Méthode : Un sondage a été posté à 516 thérapeutes, dont des psychiatres, psychologues, infirmières, travailleurs sociaux et ergothérapeutes.
Résultats :
Trois cent douze thérapeutes ont retourné leur questionnaire rempli (taux de réponse = 60,5 %). Les PNS étaient utilisés par 83 %, malgré que 43 % n'avaient pas reçu de formation officielle pour les utiliser. Parmi ceux qui utilisaient les PNS, 31 % ont déclaré avoir au moins un patient qui a tenté ou complété un suicide pendant qu'un pacte était conclu. Les thérapeutes de disciplines non médicales étaient plus enclins à avoir utilisé ces pactes. La plupart des thérapeutes croyaient que les PNS transmettaient sollicitude et compassion aux patients. Les perceptions des répondants étaient partagées à savoir si les PNS offraient une protection responsabilité dans l'éventualité du suicide d'un patient. Les facteurs contextuels associés au degré perçu du risque de suicide, et la relation patient-thérapeute influençaient l'utilisation des PNS par le thérapeute. La plupart des thérapeutes tentaient de faire hospitaliser les patients qui refusaient de conclure un pacte.
Conclusions : L'utilisation des PNS prévaut dans cette population de thérapeutes de patients externes, ce qui indique que ces thérapeutes croient qu'il s'agit d'une intervention utile dans la prise en charge de patients suicidaires. Les praticiens pourraient bénéficier de plus de possibilités de formation officielle en matière d'utilisation et de répercussions juridiques des PNS.
